0141-0768/87/ 010604-02/$02.00/0 1tl1987 The Royal Society of Medicine Another opportunity to improve epilepsy services should not be lost Since the inception of the NHS there has been a succession of government-sponsored reports concerned with the provision of services for epilepsy t -s. These reports are a chronicle of British social history and mirror the conceptual evolution of health planning in the post-war years. The most comprehensive was the Reid report", published in 1969, in which a wide range of recommendations were made. The Reid committee also suggested that a subsequent review of progress be carried out, and in 1983,on the initiative of the DHSS, a working group was set up to consider the current state of services for epilepsy. Their report", recently published, is essential reading for all those interested in the provision of a satisfactory medical service for epilepsy.
. Epilepsy is a major health problem; indeed, ir.is the commonest serious neurological condition, and between 2% and 5% of the population have a fit at some point in their lives. In a health region of four million persons, there will be about 2000 newly diagnosed cases of non-febrile epilepsy each year, and a similar number of febrile seizures; a pool of about 20000 active cases, of whom about 4000 will have more than one seizure a month. Regrettably, though, it is a condition which is often not satisfactorily managed, as recent surveys have shown 6 -s.
The DHSS working group report" took a synoptic view of the whole series of medical services required for the successful management of epilepsy, and listed 78recommendations covering a wide variety of topics. An issue crucial to the development of epilepsy services is that of specialization 9 • This is implicit in much of the report, and the reluctance to accept this principle in the past in planning epilepsy services has been a major barrier to progress. In the UK, epilepsy is usually treated in hospital within the main neurological or paediatric services, and a more specific provision has not evolved. The failure to develop designated epilepsy clinics on a wide scale is a case in point. The setting up of such clinics for patients with severe or complicated epilepsy had been suggested by the Reid report", which emphasized a multidisciplinary approach. But few clinics were set up, and the notion gained little support -partly because of the multidisci plinary emphasis. When the DHSS working group! reconsidered the issue, they reiterated the need for specialized clinics, albeit without the unpopular multidisciplinary flavour, and endorsed their value.
This important recommendation should not be neglected. A strong parallel exists between diabetes and epilepsy: both are common conditions in which are intermingled medical, surgical and psychosocial aspects; both require potentially toxic medication that may be monitored biochemically; both vary considerably in severity; and both are prone to serious complications. Diabetic clinics have become widespread in recent years, organized along lines similar to that proposed for epilepsy clinics, and they have undoubtedly improved patient care. These parallels have been recognized in other countries and epilepsy clinics are now widespread in North America and in Europe.
A chapter of the DHSS report" is devoted to the Special Assessment Centres (previously the Special Centres), another specialized provision first proposed by the Reid report". The work of the Special Centres has been recently reviewed" and the DHSS working group" also endorsed their value. Two Special Assessment Centres are currently in existence; the DHSS report recommended that these units should be funded on a supra-regional basis, and that two new centres be considered. Other parts of the report are devoted to residential care, the services for children and for the handicapped, the voluntary sector, community services, and the nature, investigation and treatment of epilepsy. In general, the recommendations made are reasonable, and much is simple common sense. Furthermore, with an eye on budgetary restraint, the resource implications of the report are modest. Herein may lie the rub; for nowhere in the report nor in the published DHSS response to it, is there mention of practical implementation or new resource allocation, and this should sound a warning bell.
The history of government-sponsored reports on epilepsy is uncomfortable. The Reid report! was comprehensive and authoritative, and yet resulted in little practical change. A scrutiny of the medical press of the time reveals an almost total absence of comment, and the lesson from this should be that more active lobbying may be necessary. The mere publication of a report by no means ensures its implementation; and high must be the stack of shelved documents gathering dust in the archives at the Elephant and Castle. The signs are ominous for this latest report: the group met frequently during 1983to compile it, and it was completed and submitted to the DHSS early in 1984. In November 1984 a 2-day seminar was held at the DHSS for invited delegates from relevant disciplines. The report underwent internal review within the DHSS, and in spite of repeated enquiries, no information about its fate could be obtained until its publication in July 1986about two and a half years after its completion. The published report contains no amendments to the version submitted in 1984,and in a covering letter to Health Authorities, no mention is made of practical steps for the implementation of a single recommendation. Clearly there is a real danger here that a further genuine attempt to improve the services for epilepsy will-like its predecessors -sink beneath the weight of official indifference, unless those interested voice their concern.
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Reflex sympathetic dystrophy
In February this year, Dr J R Srnythies, an American psychiatrist, described the progression of pain in his left wrist in a paper entitled 'A brush with tenosynovitis". In the course of an editorial in the same issue, Basil Helal? referred to Dr Smythies' article and, as an aside, astutely made the diagnosis of reflex sympathetic dystrophy complicating tenosynovitis. The main drift of Dr Smythies' graphic description of the intractable nature ofthe pain and disability in his wrist was to emphasize that his eventual decision to try acupuncture was followed by immediate improvement. Curiously, the diagnosis of reflex sympathetic dystrophy (RSD) was never suggested by his succession of advisers in the United States. Regrettably, this is often the case in the United Kingdom. Why is the diagnosis of RSD often missed or made too late to allow effective treatment? Part of the problem is semantic: there are dozens ofsynonyms for RSD which cause confusion, but perhaps the main problem is that i~the United Kingdom the condition is almost universally referred to as Sudeck's atrophy. This eponymous label (which is usually incorrectly spelt) is an X-ray diagnosis based upon the finding of a characteristic spotty osteoporosis and, since this is a relatively late complication of RSD, there will often be a delay in making the correct diagnostic assessment. I should quite like to see the label 'Sudeck's atrophy' replaced by the acronym SOS, standing for 'sympathetic overdrive syndrome'. This would at least ensure early recognition and the institution of specific therapy, namely regional sympathetic block. Taking a realistic view, the term 'reflex sympathetic dystrophy' should be used in accordance with the definition in the 'Classification of Chronic Pain'3. Though this definition will not suit all purposes, the inclusion of the word reflex will at least serve to emphasize the reversible nature of the dystrophy provided sympathetic block is instituted at an early enough stage.
How can RSD be recognized at an early stage? There seems to be a critical stage 2-4 weeks after injury during which the patient may report that a new and different type of pain has begun in the affected extremity. The patient may also indicate that there are inappropriate skin colour changes and temperature changes in the extremity, with general stiffness and swelling. All of this may be dismissed by the unsuspecting doctor, especially as the patient will often have a tense, agitated general demeanour. An important early sign of incipient sympathetic dystrophy is pilo-erection over the hairy aspect of the affected limb: pilomotor activity is pathognomonic of heightened regional noradrenergic (sympathetic) activity. In the presence of a cast, the changes in the limb are less easy to interpret; and it is not uncommon for the diagnosis to be delayed until after the cast is removed at 4-6 weeks. It is important to realize that the early signs of neurovascular instability characterize most closely the underlying unknown process which triggers RSD, and that the later gross dystrophic signs are relatively nonspecific complications of this process.
Not all cases with the early signs of sympathetic dystrophy progress to the florid stages of disabling dystrophy, but it is essential to be prepared to interrupt the progression should it threaten. The common mistake made at this juncture is to dismiss the patients' complaints as neurotic, because the patients who are likely to progress to full-blown dystrophy are frequently very anxious and naturally introspective. They may also report the spread of altered sensation and discomfort to a quadrant of the body: for example, incipient RSD in the hand may spread to affect the shoulder and even the ipsilateral side of the face and the upper chest -and it is notable that this progression was observed without further comment by Dr Smythies in his paper.
Is it surprising that Dr Smythies' complaint was alleviated by acupuncture? Since acupuncture can modulate the sympathetic nervous system, the result is not unexpected. Had the supervention ofRSD been recognized as a sequence of the tenosynovitis in Dr Smythies' case, his prolonged period of discomfort and disability could have been cut short by one or more adequate regional sympathetic blocks. The most useful test in aiding early diagnosis ofRSD and monitoring progress after treatment with sympathetic block is radionuclide scanning of the affected extremity and the opposite limb to compare the uptake in the bone. (Some changes are to be expected in the homologous part of the opposite extremity, reflecting the symmetry of the sympathetic outflow.) Basically, though, the problem with the management ofRSD is failure to consider the diagnosis at an early stage when the condition is eminently treatable. Finally, the paradox should be remembered that RSD most frequently complicates a relatively minor injury or is even associated with no apparent injury. 
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